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BULLETIN
of the CIVIL AVIATION MEDICAL ASSOCIATION
FALL 1996
HOW NOT TO DO A FLIGHT PHYSICAL!
by
H. Stacy Vereen, M.D.
The FAA flight physical; if it were a person
rather than a concept it would truly have my sym-
pathy! It was doomed to unpopularity from the
very beginning.
Think about it!
It's mandatory. It costs money. And it's regu-
lated by the government. If that weren't enough,
the findings from this physical could swiftly bring
an end to anyone's flying career or avocation. As
AME's or flight surgeons, we are called upon to
perform this physical exam and use our findings to
ultimately decide on three possible courses of
action; deny, defer, or issue.
Over my short years of AME work, I have, from
time to time, made a few pilots very unhappy with
my choice of action in all three categories. Lest
you think it impossible to upset a pilot with the
issuance of a valid medical certificate, I recount the
following tale:
Capt. Heavy (whose name is fictitious, but
which suggests nicely the type of equipment he
flew, not to mention his habitus) came to me with
mild asthma. Oh, this was no new problem. He'd
had mild symptoms for years, but his asthma had
been well-controlled with an acceptable medica-
tion. This time however, things were different.
"Doc, " he said, "I think I want to hang it up. I
think I'll use my asthma to get an early retirement."
After pulmonary function studies revealed that
his asthma had definitely not worsened and, in fact,
was better than ever, he was very unhappy.
"What if I quit taking my medicine? Would that
do it?" he asked.
I explained to him that there were, theoretical-
ly, many things one could do to achieve medical
disqualification. Self inflicted injury or the inten-
tional mismanagement of a condition or disease or
even the fabrication of symptoms would be possi-
ble, but such a cpurse of action would be unwise
on two counts.
First, it could compromise his health, and sec-
ond it would be relatively easy to detect. It would
also be dishonest and would necessitate falsifying
at least two documents; the FAA Form 8500-8, and
the disability forms from his airline.
Capt. Heavy was somewhat less than exuberant
over my interpretation of western ethics, but he
conceded that "the risks would be too great...."
(This was, of course, his interpretation of western
ethics and perhaps a more popular one at that.)
The lessons here are simple. When disability is
involved, keep a modicum of suspicion and quanti-
>>- ^ >>• (continued on page 5)
NEW MEDICAL STANDARDS TAKE EFFECT
Monday, September 16, 1996 was a historic day. That's the day the first significant revisions in years to
the FAA's medical standards took effect. There are several items of particular interest to many pilots.
Perhaps the one which will affect the largest number of pilots deals with age and the Class III medical
certificate duration. Beginning on the above date, Class III certificates for pilots under age 40 will be good
for three years. For those 40 and over, the validity period will remain at two years. In other words,
younger pilots will need to see an AME once every three years instead of every two years. Most pilots will
be pleased with the change.
Several other changes will be equally welcomed. The uncorrected distant vision standard will be
dropped, and the regulations will concern themselves only with corrected vision. Since the days when
pilots shifted from open to closed cockpits, uncorrected vision has been of little practical importance. Of
course this assumes that the pilot approximates 20/20 vision with his correcting glasses or lenses. As a by-
^ ^ ^ (continued on page 7)
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EDITORIAL: A LEGEND RETIRES
Audie W. Davis M.D. has retired after a professional career which
spanned almost four decades with the FAA and its predecessor
organizations. A gentleman's gentleman, he has been the quintessen-
tial public servant in the finest sense of the words. If most federal
employees were as logical, rational, polite, and conscientious as Dr.
Davis, the reputation of civil service employees would be 180
degrees from that many currently possess. He's been a national trea-
sure.
At this time, no permanent successor has been named. There are
several bright and capable young physicians in the wings at
Oklahoma City however. We can only hope that whoever is named
will study Dr. Davis's career and emulate it.
J
CAMA PLANS
OUTSTANDING FALL MEETING
The annual Civil Aviation
Medical Association scientific meeting
is scheduled to be held in Virginia
Beach, Virginia from October 16-19,
1995. Just "around the corner" from
Norfolk, Virginia Beach is in the heart
of many famous locations and facili-
ties which played key roles in our
country's history.
Plans for the meeting include a fine professional presentation
with many distinguished speakers. The Surgeon General of the
U.S. Air Force, Lt. Gen. Charles Roadmam, will serve as the
keynote speaker to begin the meeting. His topic will be "Military
Medical Service in Today's Air Force."
Dr. Michael Bagshaw, Director of Aviation Medicine for British
Airways, will be the Honors Night Banquet speaker. His topic is
to be "Expectations." The doctor, a distinguished physician who
holds many honors, is a designated AME, and is one of the few
RAF flight surgeons who is also a qualified jet aircraft pilot.
No CAMA meeting would be complete without remarks by our
Federal Air Surgeon, Dr. Jon Jordan. He'll discuss the latest activi-
ties within the FAA. His presentation will begin the Friday morn-
ing scientific sessions.
The host hotel will be the Radisson. Happily, CAMA has negoti-
ated an extremely favorable room rate. Virginia Beach itself is a
fine resort area right on the Atlantic Ocean. Those flying in will
find the Norfolk, Virginia airport to be extremely convenient to
this venue. Moreover, Virginia Beach is within easy visiting dis-
tance of many unique sights and locations. CAMA attendees will
have opportunities to take in some of these matchless experi-
ences.
Included in the meeting will be a tour of historic Williamsburg
coupled with dinner at the Coast Guard Officer's Club at
Yorktown. The visit to Williamsburg alone with its restored
buildings, period costumes, authentic taverns and inns, etc. is rea-
son enough to make the entire trip.
This promises to be the best CAMA meeting yet. Don't miss it!
PRESIDENT'S MESSAGE •*• * >> •*•
One of our high-ranking military leaders was interviewed on national TV
recently. The commentator was obviously impressed. He even sounded sur-
prised to note than an all-volunteer military service could present itself as a
dedicated, committed, and loyal organization.
The General being interviewed listed several reasons. First, the solider
must believe his assignment and duty are important. Second, he must feel
that someone cares that he does his job to the best of his ability.
I thought, that's the basis of success of most group endeavors— it is cer-
tainly a feature of CAMA's success these past several years. I've been a mem-
ber of CAMA for relatively few years compared to some of our members, but
I'm impressed with the commitment of our leadership among the officers.
Vice-presidents and Trustees dedicate themselves year after year to service
voluntarily for the purpose of promoting flying safety for the public.
In this past year alone, officers and members represented CAMA at the Aerospace Medical Association,
the Association of Military Surgeons, the Aircraft Owners and Pilots Association, and the Experimental
Aircraft Association— all at their own expense. Moreover, CAMA members worked behind the scenes on
the new FAA Part 67 which has been since been published and favorably received.
I am sure that in the coming years, we'll revisit the age 60 rule again, and reopen discussions regarding
cabin air quality in commercial aircraft. No doubt self-certification will also be discussed by recreational
pilot advocates.
How swiftly this year has passed. Our upcoming president, Dr. A. Duane Catterson, is already planning
for a busy 96-97 with "no slack in the line." I look forward to working with Duane and all the CAMA greats
as I transfer to the Past Presidents category.
Thanks to all of you for making this a meaningful and productive year.
Sincerely,
JaMes R. Tucker, Jr., M.D.
President
DR. AUDIE DAVIS TO RETIRE
Audie W. Davis, M.D. has announced his retirement effective September 3, 1996. Dr. Davis,
known to most AME's personally, will complete nearly four decades of service to the Federal
Aviation Administration and predecessor organizations. A gentleman by any definition, he has also
been a role model for an ideal civil servant.
Physicians who've called him personally know that his responses are always courteous, prompt,
honest, and accurate. Even when Dr. Davis is obliged to turn down an airman's request, the
requestor knows that he's had a fair hearing. The answer the doctor or airman receives is never arbi-
trary or superficial. It is based on years of experience, concern for the airman's well-being, and well
thought out logic.
Dr. Davis and his charming wife of 30 years Bernice—who first met Dr. Davis when she was
assigned as an executive secretary at the Civil Aviation Medical Institute in the early 60 's—plan exten-
sive travels. They're beginning with a trip .to Jerusalem for the International Congress of Aviation
and Space Medicine in mid-September.
Dr. Davis will leave a huge pair of shoes to fill. CAMA members will surely miss him and wish him
well in his retirement.
MEDICAL EXAMS; WHO, HOW, AND WHY? (Conclusion)
(Previous installments described why aircraft accident rates were extremely high prior to the develop-
ment of medical standards. These pilot standards were thought to be directly related to the flying task.
Then, military physicians were trained and designated as medical examiners to apply these standards.
Although civil standards were less stringent, it was found necessary to designate selected private physicians
to carry out these civil examinations. The remaining question concerns how well this system works.)
Actually, it works quite well. Medicine is an art of course, not a science, But for general aviation, only
about 5% of all accidents are estimated to be the result of a medical problem or incapacitation. That's
about the same rate as unpreventable engine or airframe structural failures.
If there were no medical requirements, what would the accident rate be? We don't really know, but
neither can we afford the experiments to find out. We do know that some individuals with serious heart
disease, convulsive disorders, psychiatric problems, and so on would fly. That's simply human nature to
sometimes minimize serious medical problems. And that's a risk the public would not tolerate.
If the conditions just mentioned and others like them are not compatible with safe flying, just what is?
Strangely enough, the medical requirements have never been thoroughly defined. We know that flying
requires reasonable vision. Just how much is probably related to the type of flying. Fortunately, vision by
itself almost never keeps a pilot from flying, particularly if he or she has sufficient vision to obtain a driver's
license.
We know that flying is partly an intellectual skill. It probably requires an above-average IQ. There's a
good deal that any competent pilot must know and understand. But we don't know what tests, if any,
would be the most appropriate to measure the required intellectual skills and IQ. We need a good measur-
ing tool.
We know that flying requires musculoskeletal coordination, but again, we don't know how much.
There are numbers of pilots with a missing limb or who are paraplegics who fly regularly, often in special-
ly-equipped airplanes.
Pilots with a static handicap; e.g. a missing or non-functional arm or leg(s) will normally be offered a
"medical flight test." This test includes appropriate items from the various pilot flight tests. If the pilot
demonstrates that he or she can compensate for the handicap, the applicant will be given a Statement Of
Demonstrated Ability (SODA).
Incidentally, a SODA is often incorrectly called a "waiver." A waiver means that the individual has been
exempted from certain regulations. A SODA means that the individual has shown that he or she can meet
them. They do not need exemptions. This is particularly important for insurance purposes, since some
companies take a dim view of those who must have regulations set aside. SODA holders are able to com-
ply with, and therefore fall within the regulations.
In some cases,; e.g. paraplegics with no use of their lower extremities, there may be restrictions which
limit them to a specific aircraft. It could be an Ercoupe, or another two-control aircraft with no rudder
pedals. In other cases, they may be required to use airplanes with special hand controls to operate the rud-
der pedals and brakes. If the handicapped pilot demonstrates that he or she can manage a standard aircraft
with no special devices, then there will be no restrictions.
Since these orthopedic handicaps tend to be static, that is, they don't change over time, the SODA will
be permanent. The holder must show it to the examining AME at each medical exam, but that's it. The
AME can issue a medical certificate on the spot because the doctor knows that the FAA has cleared this par-
ticular handicap.
SODAs can be obtained for other problems in addition to orthopedic handicaps. Visual problems; e.g.
color vision weakness, pilots blind in one eye, certain other visual handicaps, etc. are common reasons for
which an SODA may be obtained.
From a strictly medical standpoint, there is one cardinal rule. The pilot must not be subject to a sudden
incapacitation. That is, if the pilot is likely to have a heart attack, a seizure or any other loss of conscious-
ness, a psychotic break, hypoglycemia, or anything else which is likely to cause a sudden major loss of
function, physical or mental, he or she should not be flying. If that likelihood is small, then he or she can
probably hold a medical certificate. This rule applies to all medical certificates regardless of class.
Initially, it may seem that there are major differences between the three medical certificate classes.
From a practical standpoint, we are actually closer to a single class than it might seem at first glance. If an
individual meets the cardinal rule above, he or she can probably hold any class of medical certificate no
matter what else may be wrong. The only really distinguishing aspect is the requirement for electrocardio-
grams and some higher visual standards for Class I certificate holders as they age.
The FAA manages all these problems with various administrative modifications to the regulations. For
example, there are pilots with cancers who presently hold medical certificates. The cancers are known to
^- ^ ^- (continued on page 9)
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fy all that you can. When there is a question as to the validity of a complaint, you don';t have to confront
or preach. Do what I should have done. Just say those magic words, " Well, we'll send all this in to the
boys in Oklahoma City and see what they say."
One of the most tempting traps to fall into is what I call "certification on the come." That's when you
issue a certificate on good faith expecting a hard copy confirmation of something or other. An example
(regretfully from my own files) follows:
Sid Stone (not his real name, but if I tell you Sid was short for reSIDual, it will begin to make sense
later) called the office late one afternoon desperately needing a second class flight physical. We agreed to
"work him in" and so he was the last thing for me between a hard day and a hot dinner. When I reviewed
his history on the front of the Form 8500-8, I noticed 18J was checked and "kidney stone 2 years ago" was
written in the comments field below it.
Sid explained, "I had a pain in the right side of my back, so I went to my family doctor and he did an X-
ray. Later that night, the stone passed.
"I went back to the doctor the next day and he sent me over to the hospital to get one of those fancy X-
rays with dye in your veins. Anyway, the X-rays showed that the stone had passed and I have had no prob-
lems since then.
"Gosh Doc, I've got a job interview in the morning and I have to have a current second class medical to
even get in the door! This isn't going to delay things is it?"
I explained that normally I would have to see a copy of the X-ray report to verify all this, but that in this
case, I would let him have a certificate that day if he would promise to have that report in my hands the
next day.
He promised that as soon as the job interview was over, he would comply forthwith. He was a man of
his word.
The next day, he came to the clinic, smiling from ear to ear. He had gotten the job and he also had the
records from his previous bout with renal lithiasis. The radiologist's report of the IVP showed conclusively
that he had passed the stone.
I would like to think I had been compassionate and that I did the right thing. I would like to think that,
but I can't. The IVP also showed two additional stones in the left renal pelvis.
I was extremely lucky that everything turned out all right. He wasn't due to begin his new job for sever-
al weeks, so he opted to have lithotripsy in the interim, and we managed to get him recertified shortly
thereafter.
What if he had taken to the skies and had an attack of acute renal colic? The point is...verify THEN cer-
tify. The reverse is sometimes tempting, but it can lead to a real scare (or worse!).
Another variation of trying to put you on the spot is the "out of the blue" phone call.
"Doc, I have a friend who just had a bypass. Does he have to report that to the FAA?" asked the caller.
"Well of course," I quickly replied.
So far so good.
But then the caller said, "Well, this friend also asked me what would happen if he didn't report it on his
next flight physical. What can you tell me about that, doc?"
I went into the standard diatribe about fraudulently filling out a government document, and then it sud-
denly dawned on me to mention that the scar would prompt some pretty tough questions at the physical
examination.
"Well, doc, he's got a year and eight months left on his third class physical (funny how he knew to the
month the duration of his friend's flight physical) so he's OK 'til then right?" was the next question.
"No, not right," I reply. "Read Part 67...."
"Okay doc, thanks a lot," concluded the conversation.
One year and eight months later, a 54 year old private pilot, who had been getting his flight physicals
with me for years, attempted to obtain third class certification with a fellow AME. He reported no health
problems, but did have a curious mid-sternal chest scar that he had cleverly attempted to conceal with an
elaborate chest tattoo.
The lesson of course: people will do anything for certification. No one loves flying half so much as the
grounded pilot.
The majority of pilots will go to great lengths to comply with FAA medical reporting requirements.
But, there are a few who will go to equally great lengths to conceal a serious problem. Watch for those
few!
Another easy goof-up is the pilot suffering from Historipenia, the poor historian.
Consider the pilot with gingival hyperplasia. He presented with a "clean" history. That is, there were
no "Yes" answers on items 17,18, or 19. He took no medicines, and had no medical encounters. Since he
>> ^- >>- (continued on page 6)
(HOW NOT TO DO A FLIGHT PHYSICAL continued from page 5)
was 66 years old, I asked him about his history. He
said that everything was fine; i.e. no hospitaliza-
tions, no serious illnesses, etc.
I asked about his gingival hyperplasia.
"No medicines" he said.
I was just about ready to chalk this one up to
some sort of gum anomaly and go ahead and certify
him. But something prompted me to ask him if
he'd ever seen a dentist about his gums.
He replied, "Nope. This gum problem has been
with me since I was in my twenties. They say it's
from my Dilantin."
"But you said no medicines," was my immediate
response.
"Well doc. I guess technically Dilantin is a med-
ication, but I've been taking it for 40 years."
"Oh," is all I could muster at this point.
I won't bore you with the rest of the details.
The gentleman is happy. He flies with his son who
is a commercial pilot, and who, of course, assumes
pilot-in-command duties. As hard as it may be to
believe, I think the omission was honest.
I have run into this same scenario several times
with insulin, antihypertensives, and antidepressants.
Many people who have been taking a specific
medication for a long time (usually for some chronic
condition) will fail to report it. This is not because
of any attempt to deceive, but because they simply
don't think of it.
Well, these are the ones I've detected. How
many have I missed? I hope not many. The potential
tragedy of even one medically related accident is
horrible of course. The dividing line between
flight safety and freedom to fly is not an easy one to
draw, nor can it always be drawn with precision.
Many pitfalls await us, so we must be ever vigilant.
(H. Stacy Vereen, M.D. is an active pilot and
senior AME from Doraville, Georgia. An examin-
er since 1979, Dr Vereen is also a CAMA Vice-
President.)
IN MEMORIAM
Wesley W. Bare, M.D., Blackwood, M.J., died June 4, 1996 at the age of 70, after a long battle with cancer.
A native of Philadelphia, Dr. Bare received his M.D. in 1952 from Jefferson Medical College. He did his rota-
tion internship and 3 year residency in obstetrics and gynecology at Methodist Hospital, Philadelphia, PA. He
was certified by the American Board of Obstetrics and Gynecology in I960. He became an FAA certified
Aviation Medical Examiner in 1968. He was able to combine his love of flying with his medical specialty
through providing patient transport, a;, well as his interest in writing and education through teaching semi-
nars on patient transport and air ambulances. He was a long time member of CAMA.
NEWS OF MEMBERS
Harry L. Gibbons, M.D. and his wife Marjorie are on a mission assignment for their church in
Germany. Harry is a long time member of CAMA. He sends greetings to all CAMA members. The follow-
ing is excerpted from recent correspondence.
"It was great to read about your approaching meeting in Virginia Beach. It sounds super and
Williamsburg is wonderful."
"We are extremely busy, working with over 5000 missionaries, employees, and trying to help in other
areas. I have been in Moscow and St. Petersburg, Russia; Sofia, Bulgaria; Bucharest, Romania; Kiev,
Ukraine; the three Baltic States, and what used to be East Germany. It all makes me that much more
grateful for the USA."
"I have had to work out only one Air Evac, from Kiev, Ukraine to here in Frankfurt for a 65 year old
teacher with acute pancreatitis."
"Please tell everyone hello, with best wishes for a very successful meeting."
Harry and Marjorie
Jerry R. Hordinsky, M.D., manager of the Civil Aeromedical Institute's Aeromedical Research
Laboratory, received the 1996 Federal Aviation Administration (FAA) Technology Transfer Award. Dr.
Hordinsky was cited for his contributions toward the development of CogScreen, an automated test for
the neuropsychological screen of airmen. These efforts resulted in a commercial copy-righted software
product introduced to the market in May 1995. His personal contribution ensured the constant evolu-
tion of the underlying technology and its transformation into products with usefulness beyond the FAA.
The research project was sponsored by the FAA's Office of Aviation Medicine.
Yong Ho Lee, M.D., M.S., Ph.D., M.P.H., Seoul, Korea, was recently appointed a director of the Center
for Aviation, Space, and Environmental Medicine (CASEM), Inha University Hospital at IncheonO, Korea,
in March 1996. He was promoted to professor at the Inha University College of Medicine in September
1995, and has been a director at Inha University Health Center since 1994.
(NEW MEDICAL STANDARDS TAKE EFFECT continued from page 1) >>
product of this change, ophthalmological consulta-
tions should be needed less often.
The color vision standard has also been relaxed.
In fact, this standard has been largely ineffective
since it was first included in the regulations.
Although 8% of U.S. males are expected to show
some degree of color vision weakness when properly
tested, only about 2% of pilot applicants were picked
up during routine FAA examinations. The other
expected 6% were never identified to the FAA. The
number of medical flight tests performed for color
vision weakness should decrease dramatically—a
time-saving measure for both pilots and the FAA staff.
The hearing tests to be used have also been
altered slightly. In place of the old whispered voice
test, the examiner will now use either a conversa-
tional voice test, or a standard audiometer. This
change too is a welcome move to good medical prac-
tice in place of older techniques.
There are several additional improvements in the
vision standards. Class III medical certificate hold-
ers—student and private pilots—will be required to
meet a near vision standard for the first time. While
this is a new requirement, it simply assures that these
pilots can read maps, check lists, pilot handbooks,
and other similar items essential for safe flight.
A related requirement will add an intermedi-
ate vision standard for airline and commercial
pilots over age 50. In other words, they'll need
to demonstrate that not only is their distant and
near vision adequate for flying, their intermediate
vision is as well. Intermediate vision is needed to
read the instruments and other panel devices
located in between the reading and the distant
vision ranges. Once again, this is simply a com-
mon sense requirement, and one which pilots
themselves generally will understand.
There were a number of other proposed
requirements which were eventually dropped.
Major opposition came from not only the pilot
community, but from physicians as well. On bal-
ance, the new standards should not cause signifi-
cant anxiety on the part of any pilot. Nor should
they require AME's to make major changes in
their examination procedures. CAMA congratu-
lates the FAA's Office of Aviation Medicine. The
Federal Air Surgeon and his staff have done a
good job this time around.
SELF CERTIFICATION
MEDICAL CERTIFICATES STILL ON HOLD
The proposal to permit recreational pilots to "self-certify" their medical conditions is presently on
hold within the FAA. This proposal would eliminate the requirement for these pilots to have a formal
medical examination. They would make their own decisions about their medical conditions and their
suitability for flight. Perhaps the most hotly debated proposal in years, it has been enthusiastically
endorsed by the Experimental Aircraft Association and other members of the general aviation alphabet
organizations.
CAMA is on record in opposition to this proposal. Denial is a major component of many serious
medical conditions. For this reason, CAMA leaders think that self-certification will not serve either the
public interest or that of individual pilots. That's why the entire medical examination program devel-
oped. There were simply too many accidents related to medical deficiencies on the part of the pilots
involved. Ignoring the lessons so painfully learned in the past really amounts to turning our backs on
simple common sense.
There is a significant underlying reason for these potential problems.
As noted, it's human nature to minimize or ignore one's medical problems. For example, how
many individuals know what their blood pressures are unless they're examined? Yet as all physicians
know, anyone's long term health will be measurably better the earlier any hypertension is discovered
and treated. The same applies to early Type II diabetes and to a host of other medical problems.
Moreover, all AME's can recount instances where they've discovered unknown problems among med-
ical certificate applicants—problems which can be managed well if detected early enough.
This is obviously a popular proposal with many individuals. However, the FAA is under a great deal
of scrutiny at present for supposedly lax inspection of one of the newer low fare airlines. The media
have also implied that inadequate FAA-mandated security operations may have been a factor in the
TWA 800 tragedy. Last and by no means least, there is a presidential election coming up in a few
months. The incumbent administration certainly does not want any controversial changes to take place
which could be interpreted as a relaxation of any sort of aviation standard.
For these reasons, CAMA doesn't anticipate any changes prior to the November election. But watch
these pages for new developments after the election dust settles....
MEETING SCH EDULES
FAA AVIATION
MEDICAL EXAMINER (AME)
SEMINAR SCHEDULES
Dallas, TX October 25-27, 1996
Oklahoma City, OK November 18-22, 1996
Phoenix, AZ January 10-12, 1997
Oklahoma City, OK February 3-7,1997
Ft. Lauderdale, FL March 21-23, 1997
Washington, DC April 18-20, 1997
Chicago, IL May 12-15, 1997
Portland, OR June 20-22, 1997
Oklahoma City, OK August 18-22. 1997
For more information, contact your
Regional Flight Surgeon or:
MR. DOUGLAS R. BURNETT
AAM-400
AEROMEDICAL
EDUCATION DIVISION
P.O. BOX 25082
OKLAHOMA CITY, OK 73125
(405)954-4830/6214
68th Annual Aerospace Medical
Association Meeting
Hyatt Regency Chicago
Chicago, IL May 11-15, 1997
For more information on the AsMA
meeting, contact:
RUSSELL RAYMAN, M.D.
ASMA
320 S. HENRY STREET
ALEXANDER, VA 22314
(703) 739-2240
ANNUAL CAMA
MEETING DATES
Virginia Beach, VA Oct. 16-20, 1996
New Orleans, LA Sept. 3-6, 1997
Los Angeles, CA Sept. 2-6,1998
CAMA will publish specific
information when details
are available.
CAMA Headquarters
P.O. Box 23864
Oklahoma City, OK
73123-2864
(405) 840-O199
FAX (405) 848-1O53
CAMA MasterCard® from MBNA America
By now you have received an invitation to take advantage of the MasterCArd®
from MBNA America. CAMA Board of Trustees looked at many companies
offering credit cards and selected the MBNA America to offer to its members.
We trust you will apply for a card as this will benefit the association.
Exclusive benefits available at the touch of your fingers:
Up to $1,000,000 in common carrier travel accident insurance
when you use GoldPassage Travel Services and your CAMA
Gold card.
1 • Up to $3,000 in supplemental lost checked luggage protection
when you use your CAMA Gold card.
Emergency Assistance Referral Network - can provide you
with legal and medical referrals and in an emergency even
help arrange transportation home.
Call 1-800-847-7378 for the only card that supports
the Civil Aviation Medical Association - now with NO ANNUAL FEE.
TDD users, call: 1-800-833-6262
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be slow-growing and are not types which cause a sudden
incapacitation. The FAA issues time-limited medical certifi-
cates to these pilots and checks on them regularly. Using
these same time-limited techniques, certain pilots with heart
disease, diabetes, various mental problems, etc. have been
given certificates.
There are more than 1,700 airline pilots plus a number
of private and commercial pilots who are recovering from
alcoholism. Obviously they are followed very carefully. In
these cases, the time-limited technique is not used. Instead,
the FAA uses a system of frequent and regular followups by
peers, counselors, and physicians. (Several of these same
pilots have had major emergencies in flight, and have han-
dled them extremely well— by their own accounts far better
than they could have during their drinking years. They rep-
resent one of the great success stories of medical certifica-
tion. - Ed.)
The time-limited or the followup monitoring techniques
will allow a surprisingly large number of medical problems
to be managed so as to permit pilots to fly. Only a tiny frac-
tion of all medical certificate applicants are ultimately
turned down completely.
Bottom line— the FAA-designated AME and medical cer-
tificate system protects pilots, their passengers, and the non-
flying public against human failures. It's hard to argue with
success!
Wanted
Dedicated CAMA members willing to make fur-
ther contribution to our education, public relations,
and legislative programs. Become a Sustaining
Member by applying to the Board and paying
$180.00 per year in dues. Your status and dedication
as a Sustaining Member will be recognized in CAMA
publications and respected by your peers. Our
award plaque will proclaim to your friends and
patients your participation and CAMA's gratitude.
CAMA
Annual Scientific Meeting
October 16-20,1996
Virginia Beach, Virginia
Radisson Hotel
Make your plans now to attend the Thirty
First Annual Scientific Meeting of the Civil
Aviation Medical Association, in Virginia
Beach, Virginia. One day will be a family
day with a tour of Colonial Williamsburg.
Don't miss out on all the fun, mark your cal-
endar now. -October 16-20, 1996. See you
in Virginia Beach.
COLONIAL WILLIAMSBURG
CIVIL AVIATION MEDICAL ASSOCIATION
Corporate and Sustaining Members
The financial resources of individual members alone cannot sustain the Association's pursuit of its broad goals
and objectives. Its forty-five year history is documented by innumerable contributions toward aviation health and
safety that has become daily expectations by the world's flying population. Support from private and industrial
sources is essential for CAMA to provide one of its important functions, that of education. The following support
CAMA through Corporate and Sustaining Memberships:
James R. Almand, Jr., M.D.
Forrest M. Bird, M.D.
Per-Johan Cappelen, M.D.
John L. Garred, M.D.
Walter R. Lawrence, M.D.
M. Young Stokes, III, M.D.
James L. Tucker, M.D.
SUSTAINING MEMBERS
Thomas R. Berglund, M.D.
John H. Boyd, D.O.
A. Duane Catterson, M.D.
Francis C. Hertzog, Jr., M.D.
Floyd F. McSpadden, M.D.
Albert van der Waag, Jr., M.D.
Robert L. Beshany, M.D.
Boone Brackett, M.D.
D. Owen Coons, M.D., MPH
William L. Hildebrand, M.D.
Robert L. Shepler, D.O.
M.E. Whittaker, M.D.
CORPORATE MEMBERS
Grayson Flying Service, Inc.
Don Booth, President
Denison, Texas
Titmus Optical
Mr. Bill Broach
Petersburg, VA 23803
Stereo Optical Company, Inc.
Joseph F. Anders, President
Chicago, Illinois
Rummel Eye Care, P.C.
1022 Willow Creek Road
Prescott, Arizona
Percussion Aire Corporation
Dominique Bird, President
Sandpoint, Idaho
WELCOME NEW CAMA MEMBERS
Robert A. Barthel, M.D.
13 Sunburst Center
Cambridge, MD 21613, USA
410-221-0419 • FAX: 410-228-0474
Occupational Medicine AME
D.E. Christiansen, D.O.
222 S. Cedar Ridge Road
Duncanville, TX 75116, USA
214-298-6174 • FAX: 214-709-1570
Family Practice P AME
Aynalem Gebremarian, M.D.
Ethiopian Airlines
P.O. Box 1755
Addis Ababa, ETHIOPIA
251-1-180021 • FAX: 251-1-611474
Neurologist
Stan Hines, M.D., FACP
2950 1-45, #2
Huntsvilk, TX 77340, USA
409-291-8205 • FAX: 409-291-3862
Internal Medicine AME
Uwe Lask, M.D.
Kirchstrabe 29
D72622 Nurtingen, GERMANY
0049702239888 • FAX:0049702239882
ENT FAME
H. Gary LeBow, M.D.
1900 Wesleyan Drive, #2507
Macon, GA 31210, USA
912-784-3555 • FAX: 912-784-3593
Emergency Medicine AME
Robert A. Marshall, M.D.
Memorial Occ. Healthlink
715 S. Taft Avenue
Fremont, OH 43420, USA
419-334-6657 • FAX: 419-334-6637
Occupational Medicine AME
Denise Mehia, M.D.
1111 Main Street
Billings, MT 59105, USA
406-259-2582
Internal Medicine AME
Scott T. Miles, M.D.
8920 Southpointe Dr., #D-1
Indianapolis, IN 46227, USA
317-887-3388 • FAX: 317-881-6494
OB/GYN AME
Arlene M. Palazzolo, M.D., P.A.
2880 Borinquen Drive
Kessimmee, FL 34744, USA
407-851-0883
Internal Medicine AME
Rivka Ann Sanders, M.D.
Blue Ash Family Practice, Inc.
4753 Cornell Road, Bldg. 5, #E
Blue Ash, OH 45241-2451, USA
513-489-4416 • FAX: 513-489-5140
Family Practice AME
Brian Smalley, M.D.
1451 Lincoln Trail, Apt. 139
Radcliff, KY 40160, USA
502-351-3993 • FAX: 502-624-9747
Aviation Medicine P AME
Robert S. Stone, M.D.
4 Barker Drive
Stony Brook, NY 11790, USA
516-941-3733
Family Practice AME
Mark Williams, M.D.
80 Cowan Street, Kingston
Georgetown, Guyana, S. AMERICA
Aviation Medicine P AME
REINSTATED MEMBER
Ernest A. Schiro, M.D.
4422 General Meyer Ave., #100
New Orleans, LA 70131-3544, USA
504-367-6522 • FAX: 504-366-7408
Family Practice P AME
Max C. Butler, M.D.
9000 Westheimer, Suite 66
Houston, TX 77063, USA
713-782-0520 • FAX: 713-974-6312
Family Practice AME
Note: P - Pilot
TAMISIEA AWARD
John D. Hastings, M.D. was presented the John A. Tamisiea
Memorial Award at the Aerospace Medical Association annual meet-
ing in Atlanta, Georgia, May 9, 1996. This award is sponsored by the
Civil Aviation Medical Association.
Pictured L to R: James M. Vanderploeg, M.D.-President Aerospace Medical Association
John D. Hastings, M.D., David P. Millett, M.D.-Regional Flight Surgeon FAA
LIFE MEMBER OF CAMA
CAMA Life Member Story Musgrave, M.D., a NASA astronaut for 30
years, is scheduled for his sixth journey into space on Columbia during
November of 1996. His mission, STS-80, will involve the deployment, on
orbit operation, and subsequent retrieval of two satellites. He will also per-
form spacewalks to test space station construction and repair techniques.
On his last mission, Story performed multiple spacewalks while leading the
successful effort to repair the Hubble Space Telescope.
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CAMA OFFICERS 1996
PRESIDENT-ELECT
A. Duane Catterson, M.D.
VICE-PRESIDENT FOR MANAGEMENT
John H. Boyd, D.O.
Membership
Mark C. Eidson, M.D.
Stephen V.A. Blizzard, M.D.
Constitution/Bv Laws
John H. Boyd, D.O.
Nomination/Awards
M. Young Stokes, III, M.D.
Corporate Sponsorship
Halford R. Conwell, M.D.
James R. Almand, M.D.
R.L. Bendixen, M.D.
Jabez Gait, M.D.
VICE-PRESIDENT FOR EDUCATION
H. Stacy Vereen, M.D.
Scientific Program and AsMA Luncheon
Edward Luchansky, M.D.
Clinical Medicine
Dale G. Johnson, M.D.
Education/Training
William L. Hildebrand, M.D.
Marion C. Wagnon, M.D.
Brent A. Blue, M.D.
Douglas R. Burnett, M.Ed.
PRESIDENT
James L. Tucker, Jr., M.D.
SECRETARY-TREASURER
Floyd F. McSpadden, M.D.
EXECUTIVE VICE-PRESIDENT
James L. Harris, M.Ed.
VICE-PRESIDENT FOR COMMUNICATIONS
John D. Hastings, M.D.
Public Relations
David P. Millett, M.D.
Safety
Stephen J.H. Veronneau, M.D.
Human Factors
Jerry Hordinsky, M.D.
Aeromedical Services
Michael N. Cowan, M.D.
VICE-PRESIDENT FOR REPRESENTATION
John H. Rummel, M.D.
Government-Liaison
Russell B. Rayman, M.D.
International Activities
Albert van der Waag, Jr., M.D.
Issues
James R. Almand, M.D.
BOARD OF TRUSTEES
TRUSTEES (Expires 1996)
Earl F. Beard, M.D.
W. Doughty, M.D.
Mark C. Eidson, M.D.
Jabez Gait, M.D.
John L. Garred, Sr., M.D.
Francis C. Hertzog, Jr., M.D.
Ralph D. Lach, M.D.
TRUSTEES (Expires 1997)
Charles A. Berry, M.D.
Wilbur C. Blount, M.D.
Robin E. Dodge, M.D.
William L. Hildebrand, M.D.
Dale G. Johnson, M.D.
David P. Millett, M.D.
Marion C. Wagnon, M.D.
TRUSTEES (Expires 1998)
James R. Almand, M.D.
DeWayne E. Caviness, M.D.
Jennifer Gegg, M.D.
William H. Krass, D.O.
Walter R. Lawrence, M.D.
W. David Rummel, M.D.
Rodney E.L. Williams, M.D.
* >> NITROGLYCERINE MAY BE A RED HERRING IN AIRLINE CRASH * *
The tragic July crash of TWA Flight 800 has been characterized by interminable press conferences, lengthy TV coverage, and equally volumi-
nous articles in the daily papers. However, at press time the cause; i.e. an accident, a bomb detonation, or a missile strike, has yet to be deter-
mined. But one item of medical interest recently hit the prime time news.
A speaker at a recent press conference noted that traces of nitroglycerine were found in the rear portions of the fuselage. This followed close-
ly on the heels of a report that traces of detonator explosives had been found in the forward cabin near where the explosion is thought to have
occurred. The obvious question is about the relation, if any, they have to each other.
The answer? Most probably none.
The reason? Every U.S. airliner carries nitroglycerine in the cabin by regulation!
To his credit, one of the National Transportation Safety Board investigators suggested that the nitroglycerine could possibly have been carried
on board by a passenger with heart disease. While that's true, the real answer is probably even simpler.
Some years ago, the FAA mandated that all U.S. registered airliners must carry a "doctor's kit." This was in response to a number of anecdotal
stories about passengers who became ill in flight and who were then attended by a physician who happened to be a passenger on the same flight.
The kit is customarily stored in one of the overhead bins—frequendy in the rear near one of the flight attendant's jump seats.
Included in the kit are the doctor's uniform items; i.e. a sphygmomanometer and a stethoscope. There are also a few common medical items
including an antihistamine and ten—count 'em—ten nitroglycerine tables. The medicines are relatively innocuous. They were chosen to be used by
most physicians on the spot without the extensive diagnostic workup required for stronger drugs. Because of the inventory and security prob-
lems, there are no narcotics in the kit.
Should a passenger become ill during flight, the cabin crew will normally page for the presence of a physician. If a doctor volunteers, he or
she will be offered the kit. It is highly likely that the traces found in the aft end of this 747 were most probably from the first aid kit—a red herring
in this particular investigation.
The ability of the lexicological laboratory to pick up traces of what was probably die ten angina tables is little short of miraculous. But a
knowledgeable aviation medicine input into the investigation certainly would have been helpful. It might have prevented the launch of one more
false alarm into the media frenzy surrounding the crash.
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PLEASE PASS ON TO SOMEONE WHO SHOULD BE A
MEMBER OF THE CIVIL AVIATION MEDICAL ASSOCIATION.
PURPOSE:
"To provide civil aviation physicians with education, representation to government, and a voice within the industry and
the public."
OBJECTIVES:
»J» To promote the best methodology for assessment of the mental and physical requirements for civil aviation pilots.
*J» To actively enlarge our scientific knowledge.
* To advocate, through continuing education, both basic and advanced civil aeromedical knowledge.
*> To promote professional fellowship among our colleagues from allied scientific disciplines.
«J» To bind together all civil aviation medical examiners into an effective, active medical body to promote aviation safety
for the good of the public.
MEMBERSHIP APPLICATION
REPRESENTATION • EDUCATION • COMMUNICATION
CIVIL AVIATION MEDICAL ASSOCIATION
P.O. BOX 23864
OKLAHOMA CITY, OKLAHOMA 73123-3864
Pilot Yes Aviation Medical Examiner Yes
No No
NAME SPECIALTY
ADDRESS
CITY STATE ZIP
PHONE FAX
Professional Society Memberships
CHECK ENCLOSED ($80.00 U.S. Dollars)
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